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Abstract
Background: The population of survivors following allogeneic HSCT continues to increase, and yet their
experiences of recovery and long-term survivorship have not been fully characterized. This paper presents a study
protocol examining over time the functional status, psychosocial adjustment, health-related quality of life, and
symptom experience of survivors who have undergone allogeneic transplantation. The aims of the study are to: 1)
explore the patterns of change in these health outcomes during the survivorship phase; 2) characterize subgroups
of survivors experiencing adverse outcomes; and 3) examine relationships among outcomes and demographic and
clinical factors (such as age, graft-versus-host disease (GVHD), and disease relapse).
Methods: In this longitudinal observational study, adults who survive a minimum of 3 years from date of
allogeneic transplantation complete a series of questionnaires annually. Demographic and clinical data are
collected along with a series of patient-reported outcome measures, specifically: 1) Medical Outcomes Study SF- 36;
2) Functional Assessment of Chronic Illness Therapy (FACIT) - General, 3) FACIT-Fatigue; 4) FACIT- Spiritual; 5)
Psychosocial Adjustment to Illness Scale; 6) Rotterdam Symptom Checklist-Revised; and 7) Pittsburgh Sleep Quality
Index.
Conclusions: This study will provide multidimensional patient-reported outcomes data to expand the
understanding of the survivorship experience across the trajectory of allogeneic transplantation recovery. There are
a number of inherent challenges in recruiting and retaining a diverse and representative sample of long-term
transplant survivors. Study results will contribute to an understanding of outcomes experienced by transplant
survivors, including those with chronic GVHD, malignant disease relapse, and other late effects following allogeneic
transplantation.
Trial Registration: ClinicalTrials.gov: NCT00128960
Introduction
Allogeneic hematopoietic stem cell transplantation
(HSCT) is an established and potentially curative treat-
ment for various hematologic diseases [1-3]. More than
50 years after the first reports of bone marrow grafting,
the National Marrow Donor Program (NMDP) reports
approximately 20,000 allogeneic transplants in the U.S.
annually [4]. Allogeneic HSCT has become standard
therapy for patients with a wide variety of indications
[5]; coupled with the increased availability of unrelated
donors, and the use of cord blood as a stem cell source
[6], the number of transplant recipients continues to
grow.
The toxicity profile associated with an allogeneic
HSCT is prominent. Significant toxicities result from
the intense chemotherapy and radiotherapy utilized to
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versus-host disease (GVHD) that results from donor
anti-host immune response against normal host tissues.
Despite the toxicities, most 2-year survivors are cured of
their original disease, yet their mortality rate remains
higher than that of an age-matched healthy population
[7]. The 3-year mortality following allogeneic HSCT
ranges from 30-60%, depending upon factors such as
age, co-morbid illness, malignant disease status at the
time of transplantation, intensity of the preparative regi-
men, source of stem cell graft, and the extent of histo-
incompatibility between donor and recipient [8,9].
Although there are an estimated 150,000 individuals
living in the US who have survived 5 years or more fol-
lowing allogeneic HSCT [6], the patterns of recovery
relative to functional status, psychosocial adjustment,
quality of life and symptom distress in survivors 3 or
more years following transplant are not fully under-
stood. There have been several recent systematic reviews
[10,11], but our knowledge of the recovery process is
incomplete. For example, survivors of autologous HSCT
are included in many of the study samples [11]; how-
ever, these observations may not generalize to survivors
of allogeneic HSCT. Whereas the early recovery period
following autologous and allogeneic HSCT may be
somewhat comparable, allogeneic HSCT survivors
encounter unique complications, such as acute and
chronic GVHD and opportunistic infections related to
the need for prolonged courses of immunosuppression.
These conditions can be anticipated to substantially
shape the symptom experience, functional status, psy-
chosocial health, and health-related quality of life
(HRQL) experienced by long-term survivors of allo-
geneic HSCT. Previously studied samples have also
tended to represent a limited range of cultural and eth-
nic diversity, and there has also been a trend for HSCT
survivor studies to utilize cross-sectional rather than
longitudinal designs.
The experience of subpopulations of transplant survi-
vors, such as those receiving reduced intensity condi-
tioning (RIC) regimens, has not been fully characterized.
The availability of RIC regimens has extended the elig-
ibility for allogeneic HSCT to patients with solid tumors,
those who are older than 55 years of age, and/or those
with significant co-morbidities. Importantly, long-term
quality of life outcomes in survivors of such RIC regi-
mens have had only limited evaluation [12,13].
Improved knowledge of the pattern and correlates of
recovery and long-term survivorship can be applied to
inform screening/surveillance in transplant survivors,
and would guide the development and testing of sup-
portive care strategies to improve clinical outcomes in
this patient population. This paper presents the rationale
for and design of a longitudinal study to examine
functional status, adjustment, quality of life, and symp-
toms in a diverse sample of English and Spanish speak-
ing adult patients who have survived 3 years or more
following an allogeneic HSCT, some of whom are
experiencing late effects of transplantation, including
chronic GVHD and disease relapse.
Background
The Centers for Disease Control (CDC) defines cancer
survivors as individuals “who have been diagnosed with
cancer and the people in their lives who are affected by
the diagnosis, including family members, friends, and
caregivers” [14]. The evidence base examining outcomes
in cancer survivors continues to grow; however, allo-
geneic HSCT survivors are under-represented in these
studies and have some unique needs due to the intensity
of the treatment, requirement for prolonged immuno-
suppression, and their risk for a range of late health
effects. Individuals who receive allogeneic HSCT require
close surveillance for a wide range of complications and
health effects that may be anticipated to occur during
the early (HSCT day to day 100), mid- (day 100 to 1
year), and long-term (beyond 1 year) phases of recovery
[15,16]. Despite reports of negative physical and psycho-
social sequelae and poor health-related quality of life
(HRQL) early after HSCT [17,18], several studies suggest
that by the fifth year of recovery, the majority of long-
term allogeneic HSCT survivors report good to excellent
HRQL relative to healthy populations and relative to
patients with other chronic diseases [19-22]. However,
there is variability in the pattern of recovery, and some
survivors experience persistent and late effects of the
conditioning regimen and transplantation procedure.
Research exploring the functional status of patients
who have undergone an HSCT suggests considerable
variability in the pace and extent of functional recovery.
Although most patients experience some level of func-
tional impairment in the period immediately following
the transplant, the majority report gradual improvement
over time with functional status comparable, in 1 or
more dimensions, to age-matched healthy individuals
[23-27]. Some studies have documented that 5-year sur-
vivors return to a level of physical function comparable
to their pre-transplant baseline [28] or to a level of phy-
sical function on par with that observed in survivors
who received conventional dose chemotherapy only
[29]. On the other hand, investigators have described
functional impairments in 10-year survivors relative to
population norms [25,29,30]. Residual difficulties
reported by survivors include impairments in physical
and cognitive function [24,31-33], as well as restricted
role and occupational functioning [24,27,33,34].
Few studies have explored functional status longitud-
inally following allogeneic HSCT. For example, a small
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tional status beyond a mean of 28 months post trans-
plant, thereby suggesting that a recovery plateau in
terms of functional status may be achieved at approxi-
mately 2 years post-HSCT [33]. Similarly, most
improvements in physical functioning occurred between
90 days and 2 years post transplant, with complete
recovery for about 75% of patients by 2 years; nonethe-
less, an additional 10-20% of patients made some
improvement in functioning between 2 and 4 years
post-transplant [35]. In contrast, particularly in patients
older than 25 at the time of HSCT, recovery may be
non-linear, with functional status continuing to improve
significantly with time, suggesting that relative to
younger survivors, the trajectory of recovery in older
patients may be somewhat delayed [17].
A major factor associated with impairments in func-
tional status following HSCT is chronic GVHD. The
incidence of chronic GVHD is estimated to range from
30% to 70% based in part on the degree of HLA mis-
match between the HSCT donor and recipient [36]. Sur-
vivors experiencing chronic GVHD report impairments
related to physical functioning, incomplete resumption
of social function, and sexual dysfunction [17,37-41].
Chronic GVHD has also been associated with greater
psychological and social dysfunction [25,28].
Psychological and social recovery lags behind physical
recovery in allogeneic HSCT survivors [28]. When com-
pared to controls or chemotherapy-only survivors [29],
allogeneic HSCT survivors report impairments in social
and emotional functioning at 5 [30] and 10 [29] years
following transplantation. Research suggests that the
experience of long-term survivorship after allogeneic
HSCT, associated symptoms, and late effects can cause
negative changes in self-concept [42] and mood distur-
bance [32,43] including depression [32,35,44], anxiety
[35,45], and psychosocial distress [32,46]. The impact on
social recovery includes diminished social relationships
and social function [32,47,48]. The rate of return to
work is quite variable, with reports ranging from 50-
84% [23,25,28]. In the family unit, concern over family
well-being has been documented as a source of stress
for HSCT recipients [43], and there is evidence that
transplant survivors and their partners experience poor
dyadic adjustment [32]. Difficulties relative to sexual
function (desire, arousal, and orgasm) are often reported
as an issue by HSCT survivors [23,24,45,49-52], with
survivors of HSCT reporting higher psychosexual dys-
function compared with healthy subjects [34].
There is little systematic information to characterize
the symptom experience of allogeneic HSCT survivors.
Survivors who were 5-10 years post-transplant reported
more symptoms than healthy controls [30] and survivors
from chemotherapy alone [29]. Studies suggest that
discomforting physical symptoms such as fatigue
[25,27,53-55], dyspnea [24], problems with sleep quality
[27,45,56], taste changes [45], oral dryness [47], eye pro-
blems [25,45], skin dryness [27], joint stiffness [25,27],
memory problems [25], cough [45], vaginal dryness and
dyspareunia [17], which may or may not be directly
attributable to chronic GVHD, are prevalent in trans-
plant survivors across the survivorship continuum.
Little is known about how these symptoms evolve
across time or the consequences of symptom burden for
functional status and psychosocial health [25,27].
Research suggests that some improvements occur in the
prevalence and severity of distressing symptoms across
the first 5 years of recovery following allogeneic HSCT
[43]. However, studies suggest that symptoms such as
moderate-to-severe fatigue, skin dryness, pain, joint stiff-
ness, eye symptoms, dyspnea, and problems with sleep
remain prominent difficulties [23,25,27,29,30,38,
45,52,56]. In correlational analyses, greater physical
symptom distress was associated with higher levels of
psychological distress and maladjustment [22,43,57,58],
and inferior HRQL [34]. In a mixed sample of autolo-
gous and allogeneic HSCT survivors in which non-fati-
gued and severely fatigued survivors were compared,
HSCT survivors with severe fatigue reported signifi-
cantly more sleep disturbance on single-item measures
of sleep quality or insomnia [55].
Despite the persistence of discomforting symptoms,
problems with functional status and psychosocial well-
being, survivors report that they would make the same
choice again to undergo HSCT [20,27,59]. Indeed, there
is evidence that with long-term survivorship may come
salutary effects including spiritual growth, greater appre-
ciation for life, and enhanced interpersonal relationships
[60]. In support of this conclusion, it has been observed
that survivors who were 3 or more years post-transplant
reported higher scores in the domains of social func-
tioning, mental health, and vitality when compared to
normative scores. In addition, psychological, interperso-
nal, and spiritual growth has been reported when com-
pared to an age- and gender-matched healthy
comparison group [32]. Studies in allogeneic HSCT sur-
vivors also suggest that meaning in life, defined as the
general sense that one’s life has purpose and coherence,
is positively related to several indicators of psychological
adjustment [61] and improved functioning [45].
The recovery process following allogeneic HSCT
appears to be nonlinear and unique for each individual.
For example, qualitative data indicates that there may be
transitions in the sense of meaning and coherence
across the survivorship journey [62]. A period of griev-
ing and life re-evaluation may be experienced during the
third year post-HSCT, whereas through the fifth year
post-HSCT and beyond, those survivors with residual
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their futures [63]. Similarly a temporary decline in
HRQL may occur at 10 years post-transplant, followed
by a return to previously enjoyed levels. These observa-
tions suggest that the 10-year post-transplant anniver-
s a r ym a yi n d u c eat r a n s i e n t increase in anxiety that
reverses once the milestone is passed [23].
This study was designed to overcome many of the
aforementioned limitations of the current literature and
to address an important gap in understanding by offer-
ing a prospective, longitudinal, multidimensional exami-
nation of functional status, psychosocial adjustment,
HRQL, and symptoms in a cohort of survivors 3 or
more years following allogeneic HSCT. Such knowledge
can be applied to strengthen clinician decision-making,
and to allow patients and families to anticipate the pro-
cess of recovery and optimize their self-management.
This research will also provide valuable information
needed for the development and testing of interventions
for patients at high risk for poor health outcomes during
the survivorship phase.
Methods/Design
Study Design
This is an ongoing prospective, longitudinal, observa-
tional study, in which adult patients who have survived
a minimum of 3 years from date of allogeneic HSCT
complete an annual survey using a variety of patient-
reported outcome measures. Survivors are approached
for participation within 60 days of their annual trans-
plant follow-up, with subsequent yearly surveys linked
to the date of their enrollment.
Study Aims
A revised version of the Wilson and Cleary [64] model
of health-related quality of life is applied to describe the
relationships among conceptually distinct dimensions
and make explicit the health concepts that are related to
HRQL. The major health concepts evaluated in this
study are obtained by patient self-report and include:
physical and mental functioning, HRQL, psychosocial
adjustment, and spiritual well-being. Aspects of the
symptom experience evaluated in this study include
physical and psychological symptom distress, fatigue,
and sleep quality. The primary aim of the study is to
explore the patterns of change in the major health out-
comes during the survivorship phase. We hypothesize
that functional status, psychosocial adjustment, cancer
specific quality of life, or symptoms will vary over 3
sequential annual time points as a function of 1 or more
clinical covariates in patients 3 or more years following
allogeneic HSCT. Secondary aims of the study include
1) to characterize groups of survivors at risk for impair-
ment; and 2) to explore relationships between a wide
array of demographic, clinical factors, and health out-
comes determined to be critical during survivorship
phase.
Sample Recruitment
Approval to conduct the study was obtained through the
National Heart Lung and Blood Institute’si n t r a m u r a l
institutional review board. Participants are eligible to
p a r t i c i p a t ei ft h e ya r e :1 )≥3 years post-first allogeneic
HSCT; 2) ≥18 years of age; 3) able to read and speak
English or Spanish; and 4) hav eal i f ee x p e c t a n c yo fa t
least 6 months. Each potential subject is approached,
and, if willing to participate, provides written informed
consent.
The goal is to recruit survivors during their face-to-
face outpatient follow-up with the transplant team.
Although the majority of subjects return at annual inter-
vals for in-person clinical follow-up, this number
decreases as the time from allogeneic HSCT increases.
When a subject does not return for an in-person clinical
follow-up, contact is made to confirm the mailing
address and evaluate their clinical status. Study materials
are subsequently mailed with instructions and pre-paid
materials for survey return.
Study Procedures
Recruiting a diverse sample relative to race/ethnicity and
language has implications for the selection of the survey
instruments and for resource management including the
budget and workload management among study team
members. At the time of study initiation, we determined
that enrolling Spanish-speaking subjects who were pre-
dominantly from Latin America and relatively unaccul-
turated, was not only feasible but would make a
substantive contribution to our understanding of the
post-transplant survivorship experience. The contextual
model of HRQL informed the selection of variables that
describe the cultural and socio-ecological characteristics
of our sample, and guided the development of hypoth-
eses about the effects of these characteristics on func-
tional status, the symptom experience, and HRQL in
transplant survivors [65]. The contextual model of
HRQL model extends the predominantly individual-cen-
tered HRQL paradigm to include contextual factors
such as acculturation, social support, living arrange-
ments, and country of residence which may be central
to quality of life outcomes among ethnically and socio-
economically diverse populations.
All measures selected for this study are available in
both English and Spanish, although this is not true of all
possible measures considered for the study. Beyond the
selection of a measure, investigators may also incur
additional licensing fees for measures in each language
beyond English. Additional budget considerations
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least annually for clinical follow-ups, and/or who reside
outside of the United States. Multiple clinicians who are
fluent in Spanish serve as associate investigators on the
study, providing language concordance to facilitate the
consent process, survey administration and the collec-
tion of clinical data when appropriate.
Although the focus of the research is on aggregated
group data, individual subject surveys are reviewed in
real-time for clinically meaningful responses that might
require immediate assessment and possible interven-
tion. To address the ethical concerns in sharing these
data between the research and the clinical teams, the
informed consent process encourages subjects to com-
municate directly with their clinical provider if they
identify a concern during survey completion. In addi-
tion, the study team discusses directly with individual
subjects any concerns that are identified through sur-
vey responses, and recommends further discussion
with their clinical providers. Evidence suggests that
HSCT clinicians may not fully appreciate the declines
in well-being or psychosocial health experienced by
transplant survivors [49]; therefore, study team mem-
bers with expertise in particular areas (e.g. fatigue
management, sleep quality, psychological adjustment)
offered the primary care team referral suggestions,
when appropriate.
Measurement
Physical and Mental Health is measured using the Med-
ical Outcomes Study (MOS) Short Form 36 (SF-36). The
SF-36 is a 36-item self-report measure of physical and
mental health [66]. The 36 items evaluate 8 factors
including: physical functioning, physical role function-
ing, emotional role functioning, social functioning, bod-
ily pain, mental health, vitality, and general health. In
addition to the individual subscale scores, 2 component
summary scores, physical (PCS) and mental (MCS) are
computed through aggregation of the subscales. The SF-
36 was translated into Spanish through the International
Quality of Life Assessment Project. Strong evidence of
internal consistency reliability and construct validity has
also been documented in Spanish-speaking samples
[67-70].
Health-related quality of life (HRQL) is measured with
the Functional Assessment of Cancer Therapy - General
Version 4 (FACT-G). The FACT-G is a 27-item self-
report disease-specific quality of life (QOL) question-
naire that is divided into 4 primary domains: physical,
social/family, emotional well-being, and functional well-
being. The FACT-G provides an overall QOL score and
also a score for each subscale. The Spanish version of
the FACT-G (version 4) has demonstrated construct
validity and evidence of strong internal consistency
reliability (a = 0.89) in various groups of Spanish speak-
ing oncology patients [71-74].
Psychosocial adjustment is measured with the Psycho-
social Adjustment to Illness Scale-Self Report (PAIS-
SR). The PAIS-SR is a 46-item measure of psychosocial
adjustment to illness in terms of 7 primary domains of
adjustment: health care orientation, vocational environ-
ment, domestic environment, sexual relationships,
extended family relationships, social environment, and
psychological distress [75,76]. The PAIS-SR provides a
PAIS Total Adjustment Score in addition to a score for
each subscale. The PAIS-SR is also available in Spanish
with evidence of internal consistency reliability (a =
0.72) in a mixed sample of Hispanic and non-Hispanic
women with cancer [77].
Physical and psychological symptoms are assessed with
the Rotterdam Symptom Checklist (RSCL). The RSCL is
a 39-item self-report questionnaire measuring the qual-
ity of life in terms of 4 domains: physical symptoms dis-
tress, psychological distress, activity level, and overall
global life quality in various types of cancer patients
undergoing various treatments [78,79]. For this study,
only the physical symptom distress and psychological
distress are assessed. The physical symptoms distress
scale consists of 23 items referring to different physical
symptoms that are general (e.g. headaches) or cancer
specific (e.g. gastrointestinal distress). The psychological
distress scale consists of 7 items that reflect psychologi-
cal symptoms that may be experienced by cancer
patients. A Spanish version of the Rotterdam Symptom
Checklist is also available and has demonstrated strong
internal consistency reliability (a =0 . 7 6P S D S ;a =0 . 8 0
PDS) and construct validity in Spanish-speaking cancer
patients [21].
Fatigue and Spiritual Well-Being are measured with
domain-specific subscales of the Functional Assessment
of Chronic Illness Therapy (FACIT). The FACIT-Fatigue
scale is a 13-item self-report measure of cancer related
fatigue [73]. The FACIT-Spiritual is a 12-item measure
of spiritual well-being in patients with a chronic illness,
including cancer [73,80]. The FACIT-Fatigue and the
FACIT-Spiritual have been translated into Spanish with
evidence of reliability in Spanish-speaking cancer
patients [73,74,80].
Sleep Quality is measured with the Pittsburgh Sleep
Quality Index (PSQI). The PSQI is an 18-item self-
report measure of perceived sleep quality. The PSQI
provides a global score as well as domain scores for sub-
jective sleep quality, sleep latency, sleep duration, habi-
tual sleep efficiency, sleep disturbances, use of sleeping
medications, and daytime dysfunction [81]. Although
evidence of validity and acceptable reliability have been
reported for the English version [82], the psychometric
properties for the Spanish language version of the PSQI
Bevans et al. Health and Quality of Life Outcomes 2011, 9:24
http://www.hqlo.com/content/9/1/24
Page 5 of 9have not been reported, although the PSQI has been
used to evaluate sleep quality in Spanish-speaking
women with gynecological and breast cancer [83].
Self-reported demographic variables include age, gen-
der, race, ethnicity, marital status, number of children,
current living arrangement, employment status, educa-
tion level, health insurance status, primary language,
acculturation [84], country of current residence, birth,
and when diagnosed with transplant-related illness.
Clinical variables relative to the transplant procedure
and current clinical status are abstracted primarily from
the clinical research record and include primary disease,
intensity of conditioning regimen (i.e. reduced vs. mye-
loablative conditioning), date of transplant, degree of
donor-recipient HLA match, donor stem cell source,
current stage of disease, performance status, current
anti-cancer treatment, history of acute [85] and chronic
GVHD, current grade [86] and severity [87] of chronic
GVHD, and the intensity of current immunosuppressive
regimen.
Data Analysis
T h ep r i m a r yo b j e c t i v ei st od e s c r i b et h ep a t t e r n so f
change in functional status, psychosocial adjustment,
symptoms, and cancer-specific HRQL following allo-
geneic HSCT in patients ≥3 years from allogeneic
HSCT. Data from a recently completed study of HRQL
following allogeneic HSCT was used to determine the
detectable effect size relative to the primary research
questions with a sample of size 80 and an alpha level of
0.05 [12]. In that study, no difference in fit between a
model that assumed compound symmetry and one that
assumed an unstructured covariance matrix was found.
Thus, we assumed compound symmetry in estimating
power. Estimated correlations across various measure-
ment times (day 0 to day 30, day 30 to day 100, day 0
to day 100) were 0.25 for the FACT-G, 0.48 for the PCS
dimension of the SF-36 and 0.52 for the MCS dimen-
sion of the SF-36; however, we realize that the correla-
tions might lessen due to a reduction in error variance
across the 3 years that subjects participate. Means on
the PCS dimension of the SF-36 ranged from 35 to 40
with standard deviations ranging from 8 to 10 based on
samples of 58 to 75 subjects. MCS means ranged from
44 to 49 with standard deviations from 9 to 10.5, again
for samples of 58 to 75 subjects. Because these are
normed scores, we can assume that the means and stan-
dard deviations will be in these ranges for the 3 years of
data collection.
We examined the detectable effect size under several
options, and made assumptions that: 1) means would be
in the same range for the 3 time periods that we pro-
posed to measure; 2) correlations across time would be
no higher than we found in the earlier study and might,
in fact, be lower; and 3) standard deviations would be in
a comparable range to prior studies. The parameters to
estimate the effect size were varied so that it could be
detected under different scenarios assuming a 1-way
repeated measures design. The level of significance was
fixed at 0.05, sample size fixed at 80, and power fixed at
80%. On that basis, we are confident we will be able to
detect a small effect size for our 3 primary scales. All
calculations were completed using nQuery Advisor
®
(Statistical Solutions Ltd, Boston, MA).
Descriptive statistics were used to describe the clinical
and demographic characteristics of the subjects. For all
analyses, significance was set at a=0.05 including post-
hoc analyses which will be exploratory. In addition, time
post-transplant was examined as a covariate in the ana-
lyses. If the time post transplant was found to be signifi-
cant, a separate analysis was performed with
stratification of the subjects into patient subgroups by
year post-transplant (e.g. 3-5 years and 6 or more years).
The study involves repeated measurements over time;
therefore, methods of longitudinal analysis, such as
m i x e d - e f f e c t sm o d e l sw i l lb eu s e dt oe v a l u a t ec h a n g e
over time for the primary analyses. Covariates, including
biologic, physiologic, and treatment-related factors, are
anticipated to influence HRQL and will be incorporated
into the cross-sectional and longitudinal analysis as
appropriate. Prior research suggests that the condition-
ing regimen [22], age at transplantation [27], indication
for transplant (non-malignant hematological conditions,
such as aplastic anemia, versus malignant conditions)
[50], type of transplant (matched sibling versus unre-
lated donor) [49] and the number of post-transplant
complications experienced [17] all influence overall
HRQL, as well as functional status and psychosocial
health. Chronic GVHD is consistently a negative predic-
tor of HRQL outcomes [27,35,88], and more intensive
regimens of immunosuppression have been shown to
contribute to adverse changes in functional performance
in chronic GVHD [41].
Additional analysis is exploratory and hypotheses gen-
erating to examine the relationships among study vari-
ables and change across annual time points for
individual variables. Methods of correlation and regres-
sion analysis will be used to evaluate the relationships
between outcomes of interest and study variables.
Because the study involves repeated measurements,
methods of longitudinal analysis, such as the generalized
estimating equations, mixed-effects models and growth
mixture modeling will be used to evaluate change in
health outcomes over time.
Discussion
This longitudinal observational study will improve the
understanding of variations in, and predictors of, the
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ship, in particular, new understanding related to
aspects of the patient experience that have been pre-
viously understudied, including fatigue, sleep quality,
symptom distress, and psychosocial adjustment. Sub-
jects are enrolled 3 or more years beyond the date of
HSCT–a time when the survivor is beyond the greatest
risk for disease- or treatment-related mortality and is
likely to have fully reintegrated [89] into social roles
that were relinquished during the acute treatment
phase. As more attention is given to characterizing the
effects of treatment on survivors and their families,
this study will determine the prevalence and associa-
tions between relevant factors and define subsets of
patients at highest risk for poor outcomes. These aims
will be accomplished with a longitudinal design and in
a sample comprised exclusively of survivors of allo-
geneic HSCT. The study will be further enriched by
the inclusion of subgroups that have been understu-
died in prior stem cell transplant survivorship research,
including Spanish speakers, and individuals undergoing
reduced intensity transplantation or receiving treat-
ment for disease relapse following transplantation. The
knowledge gained from this study will refine an under-
standing of the patient experience of transplant survi-
vors, generate testable hypotheses for future research,
direct priorities in the development, and testing of
supportive care interventions for survivors of allo-
geneic transplant.
Acknowledgements
The authors thank Olena Prachenko, MA, Lisa Cook, RN, MSN; Eleftheria
(Libby) Koklanaris, RN, BSN, OCN
®; Bipin Savani, MD; Karen Soeken, PhD;
Catalina Ramos, RN; Bazetta Blacklock Schuver, RN, BSN; Gwenyth Wallen, RN,
PhD; NIH Intramural Research Transplant Teams; NIH Clinical Center staff; and
research participants.
Funding source
Funding for this study was provided by the NIH Clinical Center Intramural
Research Program.
Author details
1National Institutes of Health Clinical Center, 10 Center Drive, Bethesda, MD,
USA.
2National Institutes of Health, National Cancer Institute, 6130 Executive
Blvd, Bethesda, MD, USA.
3National Institutes of Health, National Heart, Lung,
and Blood Institute, 10 Center Drive, Bethesda, MD, USA.
4National Institutes
of Health, National Cancer Institute, 10 Center Drive, Bethesda, MD, USA.
Authors’ contributions
MB and SM designed the study and are accountable for data acquisition
and preparation of the manuscript. MB is a Clinical Nurse Scientist with at
the NIH Clinical Center, Department of Nursing Research and Translational
Science. SM was a Clinical Nurse Scientist at the NIH Clinical Center,
Department of Nursing Research and Translational Science, and currently is a
Research Scientist, Outcomes Research Branch, NIH, National Cancer Institute.
MK, PP, NS, LW are involved in study coordination and data collection. JB,
MB, DF, RC contributed to subject recruitment. All authors read and
approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 15 November 2010 Accepted: 17 April 2011
Published: 17 April 2011
References
1. Goldman JM, Horowitz MM: The international bone marrow transplant
registry. Int J Hematol 2002, 76(Suppl 1):393-397.
2. Rodriguez TE, Stiff PJ: Current treatment results of allogeneic bone
marrow transplantation for acute myeloid and lymphoid leukemia. Curr
Hematol Rep 2003, 2(4):295-301.
3. Thomas ED, Blume KG: Historical markers in the development of
allogeneic hematopoietic cell transplantation. Biol Blood Marrow
Transplant 1999, 5(6):341-346.
4. National Marrow Donor Program: Stages of Recovery. 2009 [http://www.
marrow.org/PATIENT/Survivorship_Ed/assets/pdfs/
Suvivorship_Stages_of_Recovery.pdf], Accessed April 1, 2011.
5. Appelbaum FR: The current status of hematopoietic cell transplantation.
Annu Rev Med 2003, 54:491-512.
6. Horowitz MM: Uses and growth of hematopoietic cell transplantation. In
Thomas’ hematopoietic cell transplantation.. 4 edition. Edited by: Appelbaum
F, Thomas ED. Oxford: Wiley-Blackwell; 2009:15-21.
7. Socie G, Stone JV, Wingard JR, Weisdorf D, Henslee-Downey PJ, Bredeson C,
Cahn JY, Passweg JR, Rowlings PA, Schouten HC, Kolb HJ, Klein JP: Long-
term survival and late deaths after allogeneic bone marrow
transplantation. Late Effects Working Committee of the International
Bone Marrow Transplant Registry. N Engl J Med 1999, 341(1):14-21.
8. Bacigalupo A, Sormani MP, Lamparelli T, Gualandi F, Occhini D, Bregante S,
Raiola AM, di Grazia C, Dominietto A, Tedone E, Piaggio G, Podesta M,
Bruno B, Oneto R, Lombardi A, Frassoni F, Rolla D, Rollandi G, Viscoli C,
Ferro C, Garbarino L, Van Lint MT: Reducing transplant-related mortality
after allogeneic hematopoietic stem cell transplantation. Haematologica
2004, 89(10):1238-1247.
9. Serna DS, Lee SJ, Zhang MJ, Baker S, Eapen M, Horowitz MM, Klein JP,
Rizzo JD, Loberiza FR Jr: Trends in survival rates after allogeneic
hematopoietic stem-cell transplantation for acute and chronic leukemia
by ethnicity in the United States and Canada. J Clin Oncol 2003,
21(20):3754-3760.
10. Pidala J, Anasetti C, Jim H: Quality of life after allogeneic hematopoietic
cell transplantation. Blood 2009, 114(1):7-19.
11. Mosher CE, Redd WH, Rini CM, Burkhalter JE, DuHamel KN: Physical,
psychological, and social sequelae following hematopoietic stem cell
transplantation: a review of the literature. Psychooncology 2009,
18(2):113-127.
12. Bevans MF, Marden S, Leidy NK, Soeken K, Cusack G, Rivera P, Mayberry H,
Bishop MR, Childs R, Barrett AJ: Health-related quality of life in patients
receiving reduced-intensity conditioning allogeneic hematopoietic stem
cell transplantation. Bone Marrow Transplant 2006, 38(2):101-109.
13. Diez-Campelo M, Perez-Simon JA, Gonzalez-Porras JR, Garcia-Cecilia JM,
Salinero M, Caballero MD, Canizo MC, Ocio EM, Miguel JF: Quality of life
assessment in patients undergoing reduced intensity conditioning
allogeneic as compared to autologous transplantation: results of a
prospective study. Bone Marrow Transplant 2004, 34(8):729-738.
14. Centers for Disease Control and Prevention: Cancer prevention and
control: Cancer survivorship. 2011 [http://www.cdc.gov/cancer/
survivorship/], Accessed April 1, 2011.
15. Sun CL, Francisco L, Kawashima T, Leisenring W, Robison LL, Baker KS,
Weisdorf DJ, Forman SJ, Bhatia S: Prevalence and predictors of chronic
health conditions after hematopoietic cell transplantation: a report from
the Bone Marrow Transplant Survivor Study. Blood 2010,
116(17):3129-3139, quiz 3377.
1 6 . R i z z oJ D ,W i n g a r dJ R ,T i c h e l l iA ,L e eS J ,V a nL i n tM T ,B u r n sL J ,
Davies SM, Ferrara JL, Socie G: Recommended screening and
preventive practices for long-term survivors after hematopoietic cell
transplantation: joint recommendations of the European Group for
Blood and Marrow Transplantation, the Center for International
Blood and Marrow Transplant Research, and the American Society of
Blood and Marrow Transplantation. Biol Blood Marrow Transplant 2006,
12(2):138-151.
17. Chiodi S, Spinelli S, Ravera G, Petti AR, Van Lint MT, Lamparelli T,
Gualandi F, Occhini D, Mordini N, Berisso G, Bregante S, Frassoni F,
Bacigalupo A: Quality of life in 244 recipients of allogeneic bone marrow
transplantation. Br J Haematol 2000, 110(3):614-619.
Bevans et al. Health and Quality of Life Outcomes 2011, 9:24
http://www.hqlo.com/content/9/1/24
Page 7 of 918. Zittoun R, Suciu S, Watson M, Solbu G, Muus P, Mandelli F, Stryckmans P,
Peetermans M, Thaler J, Resegotti L, Dardenne M, Willemze R: Quality of
life in patients with acute myelogenous leukemia in prolonged first
complete remission after bone marrow transplantation (allogeneic or
autologous) or chemotherapy: a cross-sectional study of the EORTC-
GIMEMA AML 8A trial. Bone Marrow Transplant 1997, 20(4):307-315.
19. Redaelli A, Stephens JM, Brandt S, Botteman MF, Pashos CL: Short- and
long-term effects of acute myeloid leukemia on patient health-related
quality of life. Cancer Treat Rev 2004, 30(1):103-117.
20. Belec RH: Quality of life: perceptions of long-term survivors of bone
marrow transplantation. Oncol Nurs Forum 1992, 19(1):31-37.
21. Agra Y, Badia X: [Evaluation of psychometric properties of the Spanish
version of the Rotterdam Symptom Checklist to assess quality of life of
cancer patients]. Rev Esp Salud Publica 1999, 73(1):35-44.
22. Molassiotis A, van den Akker OB, Milligan DW, Goldman JM, Boughton BJ,
Holmes JA, Thomas S: Quality of life in long-term survivors of marrow
transplantation: comparison with a matched group receiving
maintenance chemotherapy. Bone Marrow Transplant 1996, 17(2):249-258.
23. Bush NE, Haberman M, Donaldson G, Sullivan KM: Quality of life of 125
adults surviving 6-18 years after bone marrow transplantation. Soc Sci
Med 1995, 40(4):479-490.
24. Hayden PJ, Keogh F, Ni Conghaile M, Carroll M, Crowley M, Fitzsimon N,
Gardiner N, Vandenberghe E, O’Riordan J, McCann SR: A single-centre
assessment of long-term quality-of-life status after sibling allogeneic
stem cell transplantation for chronic myeloid leukaemia in first chronic
phase. Bone Marrow Transplant 2004, 34(6):545-556.
25. Kiss TL, Abdolell M, Jamal N, Minden MD, Lipton JH, Messner HA: Long-
term medical outcomes and quality-of-life assessment of patients with
chronic myeloid leukemia followed at least 10 years after allogeneic
bone marrow transplantation. J Clin Oncol 2002, 20(9):2334-2343.
26. Schmidt GM, Niland JC, Forman SJ, Fonbuena PP, Dagis AC, Grant MM,
Ferrell BR, Barr TA, Stallbaum BA, Chao NJ, et al: Extended follow-up in 212
long-term allogeneic bone marrow transplant survivors. Issues of quality
of life. Transplantation 1993, 55(3):551-557.
27. Sutherland HJ, Fyles GM, Adams G, Hao Y, Lipton JH, Minden MD,
Meharchand JM, Atkins H, Tejpar I, Messner HA: Quality of life following
bone marrow transplantation: a comparison of patient reports with
population norms. Bone Marrow Transplant 1997, 19(11):1129-1136.
28. Syrjala KL, Langer SL, Abrams JR, Storer B, Sanders JE, Flowers ME, Martin PJ:
Recovery and long-term function after hematopoietic cell
transplantation for leukemia or lymphoma. JAMA 2004,
291(19):2335-2343.
29. Messerer D, Engel J, Hasford J, Schaich M, Ehninger G, Sauerland C,
Buchner T, Schumacher A, Krahl R, Niederwieser D, Krauter J, Ganser A,
Creutzig U, Dohner H, Schlenk RF: Impact of different post-remission
strategies on quality of life in patients with acute myeloid leukemia.
Haematologica 2008, 93(6):826-833.
30. Syrjala KL, Langer SL, Abrams JR, Storer BE, Martin PJ: Late effects of
hematopoietic cell transplantation among 10-year adult survivors
compared with case-matched controls. J Clin Oncol 2005,
23(27):6596-6606.
31. Andrykowski MA, Altmaier EM, Barnett RL, Burish TG, Gingrich R, Henslee-
Downey PJ: Cognitive dysfunction in adult survivors of allogeneic
marrow transplantation: relationship to dose of total body irradiation.
Bone Marrow Transplant 1990, 6(4):269-276.
32. Andrykowski MA, Bishop MM, Hahn EA, Cella DF, Beaumont JL, Brady MJ,
Horowitz MM, Sobocinski KA, Rizzo JD, Wingard JR: Long-term health-
related quality of life, growth, and spiritual well-being after
hematopoietic stem-cell transplantation. J Clin Oncol 2005, 23(3):599-608.
33. Andrykowski MA, Henslee PJ, Barnett RL: Longitudinal assessment of
psychosocial functioning of adult survivors of allogeneic bone marrow
transplantation. Bone Marrow Transplant 1989, 4(5):505-509.
34. Molassiotis A: Quality of life following bone marrow transplant. Nurs
Times 1995, 91(41):38-39.
35. Syrjala KL, Chapko MK, Vitaliano PP, Cummings C, Sullivan KM: Recovery
after allogeneic marrow transplantation: prospective study of predictors
of long-term physical and psychosocial functioning. Bone Marrow
Transplant 1993, 11(4):319-327.
36. Joseph RW, Couriel DR, Komanduri KV: Chronic graft-versus-host disease
after allogeneic stem cell transplantation: challenges in prevention,
science, and supportive care. J Support Oncol 2008, 6(8):361-372.
37. Duell T, van Lint MT, Ljungman P, Tichelli A, Socie G, Apperley JF, Weiss M,
Cohen A, Nekolla E, Kolb HJ: Health and functional status of long-term
survivors of bone marrow transplantation. EBMT Working Party on Late
Effects and EULEP Study Group on Late Effects. European Group for
Blood and Marrow Transplantation. Ann Intern Med 1997, 126(3):184-192.
38. Worel N, Biener D, Kalhs P, Mitterbauer M, Keil F, Schulenburg A, Hocker P,
Dieckmann K, Fischer G, Rosenmayr A, Linkesch W, Hinterberger W,
Lechner K, Greinix HT: Long-term outcome and quality of life of patients
who are alive and in complete remission more than two years after
allogeneic and syngeneic stem cell transplantation. Bone Marrow
Transplant 2002, 30(9):619-626.
39. Socie G, Mary JY, Esperou H, Robert DV, Aractingi S, Ribaud P, Devergie A,
Toubert ME, Boudou P, Cathelinau B, Gluckman E, Vexiau P: Health and
functional status of adult recipients 1 year after allogeneic
haematopoietic stem cell transplantation. Br J Haematol 2001,
113(1):194-201.
40. Watson M, Wheatley K, Harrison GA, Zittoun R, Gray RG, Goldstone AH,
Burnett AK: Severe adverse impact on sexual functioning and fertility of
bone marrow transplantation, either allogeneic or autologous,
compared with consolidation chemotherapy alone: analysis of the MRC
AML 10 trial. Cancer 1999, 86(7):1231-1239.
41. Mitchell SA, Leidy NK, Mooney KH, Dudley WN, Beck SL, LaStayo PC,
Cowen EW, Palit P, Comis LE, Krumlauf MC, Avila DN, Atlam N, Fowler DH,
Pavletic SZ: Determinants of functional performance in long-term
survivors of allogeneic hematopoietic stem cell transplantation with
chronic graft-versus-host disease (cGVHD). Bone Marrow Transplant 2010,
45(4):762-769.
42. Beanlands HJ, Lipton JH, McCay EA, Schimmer AD, Elliott ME, Messner HA,
Devins GM: Self-concept as a “BMT patient”, illness intrusiveness, and
engulfment in allogeneic bone marrow transplant recipients. J
Psychosom Res 2003, 55(5):419-425.
43. Heinonen H, Volin L, Zevon MA, Uutela A, Barrick C, Ruutu T: Stress among
allogeneic bone marrow transplantation patients. Patient Educ Couns
2005, 56(1):62-71.
44. Deeg HJ, Leisenring W, Storb R, Nims J, Flowers ME, Witherspoon RP,
Sanders J, Sullivan KM: Long-term outcome after marrow transplantation
for severe aplastic anemia. Blood 1998, 91(10):3637-3645.
45. Edman L, Larsen J, Hagglund H, Gardulf A: Health-related quality of life,
symptom distress and sense of coherence in adult survivors of
allogeneic stem-cell transplantation. Eur J Cancer Care (Engl) 2001,
10(2):124-130.
46. Lesko LM, Ostroff JS, Mumma GH, Mashberg DE, Holland JC: Long-term
psychological adjustment of acute leukemia survivors: impact of bone
marrow transplantation versus conventional chemotherapy. Psychosom
Med 1992, 54(1):30-47.
47. Watson M, Buck G, Wheatley K, Homewood JR, Goldstone AH, Rees JK,
Burnett AK: Adverse impact of bone marrow transplantation on quality
of life in acute myeloid leukaemia patients; analysis of the UK Medical
Research Council AML 10 Trial. Eur J Cancer 2004, 40(7):971-978.
48. Kopp M, Holzner B, Meraner V, Sperner-Unterweger B, Kemmler G, Nguyen-
Van-Tam DP, Nachbaur D: Quality of life in adult hematopoietic cell
transplant patients at least 5 yr after treatment: a comparison with
healthy controls. Eur J Haematol 2005, 74(4):304-308.
49. Marks DI, Gale DJ, Vedhara K, Bird JM: A quality of life study in 20 adult
long-term survivors of unrelated donor bone marrow transplantation.
Bone Marrow Transplant 1999, 24(2):191-195.
50. Wingard JR, Curbow B, Baker F, Zabora J, Piantadosi S: Sexual satisfaction
in survivors of bone marrow transplantation. Bone Marrow Transplant
1992, 9(3):185-190.
51. Bush N, Donaldson G, Moinpour C, Haberman M, Milliken D, Markle V,
Lauson J: Development, feasibility and compliance of a web-based
system for very frequent QOL and symptom home self-assessment
after hematopoietic stem cell transplantation. Qual Life Res 2005,
14(1):77-93.
52. Wellisch DK, Centeno J, Guzman J, Belin T, Schiller GJ: Bone marrow
transplantation vs. high-dose cytorabine-based consolidation
chemotherapy for acute myelogenous leukemia. A long-term follow-up
study of quality-of-life measures of survivors. Psychosomatics 1996,
37(2):144-154.
53. Hjermstad MJ, Knobel H, Brinch L, Fayers PM, Loge JH, Holte H, Kaasa S: A
prospective study of health-related quality of life, fatigue, anxiety and
Bevans et al. Health and Quality of Life Outcomes 2011, 9:24
http://www.hqlo.com/content/9/1/24
Page 8 of 9depression 3-5 years after stem cell transplantation. Bone Marrow
Transplant 2004, 34(3):257-266.
54. So WK, Tai JW: Fatigue and fatigue-relieving strategies used by Hong
Kong Chinese patients after hemopoietic stem cell transplantation. Nurs
Res 2005, 54(1):48-55.
55. Gielissen MF, Schattenberg AV, Verhagen CA, Rinkes MJ, Bremmers ME,
Bleijenberg G: Experience of severe fatigue in long-term survivors of
stem cell transplantation. Bone Marrow Transplant 2007, 39(10):595-603.
56. Andrykowski MA, Carpenter JS, Greiner CB, Altmaier EM, Burish TG, Antin JH,
Gingrich R, Cordova MJ, Henslee-Downey PJ: Energy level and sleep
quality following bone marrow transplantation. Bone Marrow Transplant
1997, 20(8):669-679.
57. Molassiotis A, Morris PJ: Quality of life in patients with chronic myeloid
leukemia after unrelated donor bone marrow transplantation. Cancer
Nurs 1999, 22(5):340-349.
58. Prieto JM, Saez R, Carreras E, Atala J, Sierra J, Rovira M, Batlle M, Blanch J,
Escobar R, Vieta E, Gomez E, Rozman C, Cirera E: Physical and psychosocial
functioning of 117 survivors of bone marrow transplantation. Bone
Marrow Transplant 1996, 17(6):1133-1142.
59. Andrykowski MA, Henslee PJ, Farrall MG: Physical and psychosocial
functioning of adult survivors of allogeneic bone marrow
transplantation. Bone Marrow Transplant 1989, 4(1):75-81.
60. Bishop MM, Beaumont JL, Hahn EA, Cella D, Andrykowski MA, Brady MJ,
Horowitz MM, Sobocinski KA, Rizzo JD, Wingard JR: Late effects of cancer
and hematopoietic stem-cell transplantation on spouses or partners
compared with survivors and survivor-matched controls. J Clin Oncol
2007, 25(11):1403-1411.
61. Johnson Vickberg SM, Duhamel KN, Smith MY, Manne SL, Winkel G,
Papadopoulos EB, Redd WH: Global meaning and psychological
adjustment among survivors of bone marrow transplant. Psychooncology
2001, 10(1):29-39.
62. Molassiotis A: Psychosocial transitions in the long-term survivors of bone
marrow transplantation. Eur J Cancer Care (Engl) 1997, 6(2):100-107.
63. Molassiotis A, van den Akker OB, Boughton BJ: Perceived social support,
family environment and psychosocial recovery in bone marrow
transplant long-term survivors. Soc Sci Med 1997, 44(3):317-325.
64. Wilson IB, Cleary PD: Linking clinical variables with health-related quality
of life. A conceptual model of patient outcomes. JAMA 1995,
273(1):59-65.
65. Ashing-Giwa KT: The contextual model of HRQoL: a paradigm for
expanding the HRQoL framework. Qual Life Res 2005, 14(2):297-307.
66. Ware JE Jr, Sherbourne CD: The MOS 36-item short-form health survey
(SF-36). I. Conceptual framework and item selection. Med Care 1992,
30(6):473-483.
67. Arocho R, McMillan CA: Discriminant and criterion validation of the US-
Spanish version of the SF-36 Health Survey in a Cuban-American
population with benign prostatic hyperplasia. Med Care 1998,
36(5):766-772.
68. Arocho R, McMillan CA, Sutton-Wallace P: Construct validation of the USA-
Spanish version of the SF-36 health survey in a Cuban-American
population with benign prostatic hyperplasia. Qual Life Res 1998,
7(2):121-126.
69. Ayuso-Mateos JL, Lasa L, Vazquez-Barquero JL, Oviedo A, Diez-Manrique JF:
Measuring health status in psychiatric community surveys: internal and
external validity of the Spanish version of the SF-36. Acta Psychiatr Scand
1999, 99(1):26-32.
70. Peek MK, Ray L, Patel K, Stoebner-May D, Ottenbacher KJ: Reliability and
validity of the SF-36 among older Mexican Americans. Gerontologist 2004,
44(3):418-425.
71. Dapueto JJ, Francolino C, Servente L, Chang CH, Gotta I, Levin R, Abreu
Mdel C: Evaluation of the Functional Assessment of Cancer Therapy-
General (FACT-G) Spanish Version 4 in South America: classic
psychometric and item response theory analyses. Health Qual Life
Outcomes 2003, 1:32.
72. Dapueto JJ, Servente L, Francolino C, Hahn EA: Determinants of quality of
life in patients with cancer. Cancer 2005, 103(5):1072-1081.
73. Cella D: Manual of the Functional Assessment of Chronic Illness Therapy
(FACIT) measurement system, Version 4.1. Evanston, IL: Center of
Outcomes, Research, and Education (CORE), Evanston Northwestern
Healthcare and Northwestern University; 2004.
74. Cella D, Hernandez L, Bonomi AE, Corona M, Vaquero M, Shiomoto G,
Baez L: Spanish language translation and initial validation of the
functional assessment of cancer therapy quality-of-life instrument. Med
Care 1998, 36(9):1407-1418.
75. Derogatis LR: The psychosocial adjustment to illness scale (PAIS). J
Psychosom Res 1986, 30(1):77-91.
76. Derogatis LR, Derogatis MA: PAIS and PAIS-SR: Administration, scoring
and procedures manual-II. Baltimore, MD: Clinical Psychometric Research;
1990.
77. Dirksen SR, Erickson JR: Well-being in Hispanic and non-Hispanic white
survivors of breast cancer. Oncol Nurs Forum 2002, 29(5):820-826.
78. de Haes JC, van Knippenberg FC, Neijt JP: Measuring psychological and
physical distress in cancer patients: structure and application of the
Rotterdam Symptom Checklist. Br J Cancer 1990, 62(6):1034-1038.
79. De Haes JC, Olschewski M, Fayers PM: Measuring the quality of cancer
patients with Rotterdam Symptom Checklist: A manual. Groningen:
Northern Center for Health Research; 1996.
80. Peterman AH, Fitchett G, Brady MJ, Hernandez L, Cella D: Measuring
spiritual well-being in people with cancer: the functional assessment of
chronic illness therapy–Spiritual Well-being Scale (FACIT-Sp). Ann Behav
Med 2002, 24(1):49-58.
81. Buysse DJ, Reynolds CF, Monk TH, Berman SR, Kupfer DJ: The Pittsburgh
Sleep Quality Index: a new instrument for psychiatric practice and
research. Psychiatry Res 1989, 28(2):193-213.
82. Beck SL, Schwartz AL, Towsley G, Dudley W, Barsevick A: Psychometric
evaluation of the Pittsburgh Sleep Quality Index in cancer patients. J
Pain Symptom Manage 2004, 27(2):140-148.
83. Furlani R, Ceolim MF: Sleep quality of women with gynecological and
breast cancer. Rev Lat Am Enfermagem 2006, 14(6):872-878.
84. Wallen GR, Feldman RH, Anliker J: Measuring acculturation among Central
American women with the use of a brief language scale. J Immigr Health
2002, 4(2):95-102.
85. Przepiorka D, Weisdorf D, Martin P, Klingemann HG, Beatty P, Hows J,
Thomas ED: 1994 Consensus Conference on Acute GVHD Grading. Bone
Marrow Transplant 1995, 15(6):825-828.
86. Perez-Simon JA, Sanchez-Abarca I, Diez-Campelo M, Caballero D, San
Miguel J: Chronic graft-versus-host disease: Pathogenesis and clinical
management. Drugs 2006, 66(8):1041-1057.
87. Filipovich AH, Weisdorf D, Pavletic S, Socie G, Wingard JR, Lee SJ, Martin P,
Chien J, Przepiorka D, Couriel D, Cowen EW, Dinndorf P, Farrell A,
Hartzman R, Henslee-Downey J, Jacobsohn D, McDonald G, Mittleman B,
Rizzo JD, Robinson M, Schubert M, Schultz K, Shulman H, Turner M,
Vogelsang G, Flowers ME: National Institutes of Health consensus
development project on criteria for clinical trials in chronic graft-versus-
host disease: I. Diagnosis and staging working group report. Biol Blood
Marrow Transplant 2005, 11(12):945-956.
88. Baker KS, Gurney JG, Ness KK, Bhatia R, Forman SJ, Francisco L, McGlave PB,
Robison LL, Snyder DS, Weisdorf DJ, Bhatia S: Late effects in survivors of
chronic myeloid leukemia treated with hematopoietic cell
transplantation: results from the Bone Marrow Transplant Survivor
Study. Blood 2004, 104(6):1898-1906.
89. Baker F, Marcellus D, Zabora J, Polland A, Jodrey D: Psychological distress
among adult patients being evaluated for bone marrow transplantation.
Psychosomatics 1997, 38(1):10-19.
doi:10.1186/1477-7525-9-24
Cite this article as: Bevans et al.: Function, Adjustment, Quality of Life
and Symptoms (FAQS) in Allogeneic Hematopoietic Stem Cell
Transplantation (HSCT) Survivors: A Study Protocol. Health and Quality of
Life Outcomes 2011 9:24.
Bevans et al. Health and Quality of Life Outcomes 2011, 9:24
http://www.hqlo.com/content/9/1/24
Page 9 of 9